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ABSTRACT
Advances in perinatal mental health research have provided
valuable insights around risk factors for the overall development of
maternal distress. However, there is still a limited understanding of
the experience of women struggling emotionally during pregnancy.
We explored how women view, experience, and interpret
psychological distress antenatally. Eighteen Australian women
participated in in-depth interviews that were analyzed thematically
within a critical realist theoretical framework. We present and situate
the current ﬁndings within the dominant discourse of the good
mother, which arguably promotes guilt and stigma and results in
women self-labeling as badmothers.
Pregnancy is widely recognized and celebrated as a joyful and positive experience
for women. There is, however, emerging evidence that pregnancy can be a time of
greater vulnerability and adverse mood, and can act as a potential trigger for the
development or the increase of psychological distress (Andersson et al., 2003). Epi-
demiological research indicates that a large number of women experience symp-
toms of depression and anxiety during pregnancy with incidence rates ranging
between 37 and 54%, respectively (Lee et al., 2007); these are probably conservative
estimates as cases of maternal perinatal depression are underreported and under-
diagnosed (Gavin et al., 2005; Leung & Kaplan, 2009). Therefore, for many women,
their pregnancy experience may be outside the socially constructed image of a
romanticized pregnancy ideal (Abbey & O’Reilly, 1998; Hays, 1998), which may
contribute to their distress and potentially challenge their self-perception of com-
petence, mothering, and identity.
Findings from a growing body of research conducted within a feminist
framework suggest that maternal depression is a subject of socially constructed
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cultural variations, related to the ideological mainstream and unquestioned
assumptions about the good woman (Stoppard, 2000). The good woman and
the good mother have been conceptualized within a traditional role which
women take on, prioritizing relationships, relinquishing their own needs for
the sake of others (e.g., children, family, social context, work, etc.) in a selﬂess
and self-sacriﬁcing way (Jack, 1993; Lafrance & Stoppard, 2006; Mauthner,
2010; O’Reilly 2004, 2008). Furthermore, pregnancy and motherhood are cul-
turally normative for women. Not only are women expected to inevitably
become mothers within a pronatalist framework that advocates, imposes, and
idealizes motherhood (Gillespie, 2000; Maher & Saugeres, 2007), but mothers
are also expected to mother in a very speciﬁc way, contained by the tight and
prescriptive widely recognized image of the “good mother” (Stoppard, 2000).
In Australia, the concept of the good mother is equally pervasive and “perme-
ated within a wide range of ways, such as ideology, discourse, governance, reg-
ulation and stereotyping” (Goodwin & Huppatz, 2010, p. 3).
Most research on depression focuses on a biomedical model, relying heavily
on a medicalized understanding of depression resulting from a chemical
imbalance and predetermined risk factors. In the context of pregnancy, this
view denies the signiﬁcant impact of the psychological and social determinants
embedded in the cultural, economic, and political context within which preg-
nancy and motherhood are inevitably situated. This lack of multifaceted
explanatory models may increase the sense of individual responsibility for
women who are already in a vulnerable position, the implication being that
there is a disorder within them for which they are responsible, often resulting
in self-blame and self-doubt (Lafrance & McKenzie-Mohr, 2013; O’Neill,
2005). Treatment and interventions within perinatal care have also been
framed within a discourse of risk that may challenge a woman’s agency and
increase her vigilance and self-monitoring (Carolan, 2009; Lupton, 1999), all
potentially resulting in an increase of emotional distress.
Additionally, a substantial part of the existing literature focuses on maternal dis-
tress in the postnatal rather than the antenatal period (Murray, 1992; Stein et al.,
2014). Apart from epidemiological ﬁndings on risk factors and adverse consequen-
ces of postnatal distress, some recurrent themes have been identiﬁed in the qualita-
tive literature. These themes focus on problematic maternal identity, social and
emotional isolation, stigma, and ultimately a sense of grief and a loss of self (Lewis
& Nicolson, 1998; Mauthner, 2010; Nicolson, 1999). Furthermore, among the
greatest risk factors identiﬁed for postnatal depression is the experience of depres-
sion during pregnancy (Lee, Yip, Leung, & Chung, 2000).
Studies on maternal distress during pregnancy are more limited, although there
are few notable exceptions. A qualitative study that explored Canadian women’s
experiences of managing depression during pregnancy (Bennett, Boon, Romans, &
Grootendorst, 2007) describes the concept of “becoming the best mom that I can”
as a complex journey for women from despair to a successful regain of control,
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with women’s narratives revealing a deep sense of isolation, stigma, and lack of
understanding and help, leading to profound doubt of their own ability to mother.
This study was conducted retrospectively, up to two years post pregnancy, with
mothers who were accessing help and whose experiences, it could be argued, had
been managed and normalized.
A recent review of qualitative, primary research, comprising studies from the
USA, Canada, the UK, and Sweden demonstrated that women, who experience
various levels of distress during their pregnancy, interpreted their experience as
deviant and viewed their future selves as inadequate mothers (Staneva, Bogossian,
& Wittkowski, 2015). The review highlighted the comparatively scant qualitative
research that explores current personal accounts of distress during pregnancy, the
need for a greater understanding of the reality of women’s emotional experiences,
their interpretations of distress and stigma, and the implications of distress on their
maternal role attainment (Staneva et al., 2015).
According to Goffman’s social theory (1963), stigma is an attribute that dis-
credits an individual or a group, rendering them inferior in comparison with
others, referred to as “normals.” Stigma is associated with what Goffman
describes as “abominations of the ﬂesh, the soul and the tribe” (deviant bodily,
mentally/behaviorally and based on gender, ethnic, racial, or national charac-
teristics) that lead to a “spoiled identity.” Goffman discusses a number of
responses that stigmatized individuals can engage in as a result—for example,
undergoing plastic surgery if the stigma is related to their body. People who
live with mental health stigma are among the most stigmatized groups in soci-
ety (Stuart, 2008), and although it may not be possible for people to conceal a
mental illness, how to manage information about their condition can be a
potent source of stress, anxiety, and further feelings of stigma even in the
absence of any direct discrimination. Individuals can make special efforts to
compensate for their experience of stigma, such as for example, drawing atten-
tion to another area of the body, behavior or characteristics, or they can
choose to hide. Hiding, however, can lead to further isolation, depression, and
anxiety, and stigmatized individuals can in turn feel more self-conscious, can
experience increased stress and feelings of conﬂict, and may refuse or avoid
help for fear of greater stigmatization (Goffman, 1963).
We aimed to explore women’s experiences of psychological distress during
pregnancy. We deﬁne antenatal distress as increased levels of depression and/or
anxiety, measured by self-administered scales described below. We were interested
in women’s emotional experiences, how they made sense of these, how these mean-
ings were being constructed, and how they related to women’s management of
their mood. Furthermore, examining interpretations around mental health stigma,
particularly in view of the requirements of the “good mother” could provide useful
insight into women’s experiences and their maternal identity formation. Better
understandings of these processes may have the potential to provide new and
meaningful perspectives for the delivery of care.
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Methodology
Framework
A central aim of feminist-informed research is to give voice to subjective views and
to value them in their own right, which arguably is of great value in informing
more meaningful and better suited mental health interventions compared with
psychiatric assessments (Johnstone & Dallos, 2013). A critical realist theoretical
approach (Bhaskar, 2008; Yardley, 1997) allows for both the physiological and
embodied experience of discomfort within women’s sense making of their experi-
ence, while equally acknowledging such an experience within a social realm (Sayer,
1992) and recognizing that representations of experiences are characterized and
mediated by culture, language, and political interest rooted in factors such as gen-
der, race, or social class (Pilgrim & Rogers, 1997). Critical realism that is material-
ist, discursive, and intrapsychic (Ussher, 1999) is an epistemology that combines
the role of human agency in constituting the social world and an understanding
that people’s actions are inevitably inﬂuenced by personal and societal mechanisms
independent of our thoughts or interpretations, thus neither giving priority to
either discourses (how we talk about certain phenomena) nor the materialist “real”
world (Sims-Schouten, Riley, & Willig, 2007). Therefore, the role of physiological
changes, hormones, age, past history, and economic factors can be acknowledged
and studied within the historical and cultural context in which a woman lives.
Applying this approach requires a deeper examination of factors that include
embodiment, physical spaces, and institutional structures, and is particularly appli-
cable in the exploration of the experiences of pregnancy and psychological distress,
combining the material reality of the physical body and the multiple interpreta-
tions that women apply in the understanding of their psychological reality (Bergin,
Wells, & Owen, 2008).
Recruitment and procedure
We analyzed data collected as part of a larger mixed-method project on the experi-
ence of antenatal psychological distress and its implications on birth outcomes
(i.e., preterm birth, low birth weight, and maternal and infant complications,
Staneva et al., in prep.) conducted between 2014 and 2015.
Recruitment for the larger study was conducted through advertising posters,
displayed at community health centers, local libraries, and coffee shops in [city,
blinded for peer-review process] Australia, along with online pregnancy and
motherhood platforms (Facebook; bubhub.com.au). Women were invited to take
part in an online survey if their pregnancy was conﬁrmed and had progressed to
the second trimester, and they did not experience any severe suicidal ideation.
Participating women (n D 312) were assessed at three time points, starting from
the second trimester of their pregnancy (12–26 weeks of gestation), through the
third trimester (after week 26), and after birth (from 12 weeks until one year
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postpartum) on various psychosocial self-reporting measures, reported elsewhere
(Staneva et al., 2015).
Women were screened using depression and anxiety self-assessment measures
contained within the survey. The Edinburgh Postnatal Depression Scale (EPDS,
Cox, Holden, & Sagovsky, 1987) is a 10-item self-report scale measuring depressive
symptoms experienced within the previous week. Responses to statements are
scored on a 4-point Likert scale ranging from 0 to 3, with higher scores indicative
of greater intensity of depressive symptoms. Beyond its use postnatally, the EPDS
has been validated for use with antenatal women (Bergink et al., 2011). A cutoff
point of 12 was used to identify moderate to high levels of depressive symptoms.
The Revised Prenatal Distress Questionnaire (NuPDQ; Lobel, 1996) is a 17-item
self-report scale measuring pregnancy-speciﬁc anxiety, namely the extent to which
women are feeling “bothered, upset, or worried at this point” about pregnancy
issues, including physical symptoms, bodily changes, parenting, infant and moth-
er’s health, and medical and ﬁnancial problems. Responses are on a 3-point scale,
with responses ranging from 0 to 34; a cutoff score of 16 was adopted to indicate
moderate to high levels of pregnancy-speciﬁc anxiety.
To provide an additional opportunity for women to express their emotions, a
question was added to the survey asking them to assess their own mood ever since
they had found out about their pregnancy (consisting of the following responses: I
feel high levels of anxiety, I feel very low or depressed; I feel hopeless; I feel too over-
whelmed and out of control; I feel O.K.; I feel great).
In order to be invited for an interview, women were selected against the follow-
ing criteria: (a) EPDS 12 or Anxiety 16; (b) self-selected as distressed; and (c)
had agreed to be contacted.
Eligible women (n D 67) were emailed within a week of survey completion with
an explanation of the interview study objectives, and invited to participate in a
one-on-one interview. Women were not advised of the outcome of their responses
on depression and anxiety scales at this stage of participation. This decision was
made in order to avoid potential distress or stigma caused by using diagnostic
labels, such as depression or anxiety; it was additionally informed by our knowl-
edge of mental health stigma (Goffman, 1963), which may discourage participa-
tion. However, once rapport between the lead researcher (AS) and the women was
established through the interview process, women were asked to comment on their
responses on the survey questions about experiencing psychological distress.
Nineteen women agreed to participate. A total of 18 women were interviewed.
One woman initially agreed but later did not respond to several communication
attempts. Women were able to nominate the date, time, and setting (either in per-
son, by phone, or via Skype—with or without video). Conﬁdentiality was main-
tained by assigning each survey participant a unique code number, and by using
pseudonyms to identify individual participants (as indicated at the end of each
excerpt). All participants were provided with sources of support on several occa-
sions (once within the online survey, and consequently via supportive emails with
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relevant links, and verbally at the end of the interviews). No incentives or rewards
were offered for interview participation. Permission to conduct the study was
received from the relevant University Research Ethics committees.
Participants
Characteristics, such as age, parity, education, and employment status, are pro-
vided in Table 1. The majority of women were aged between 22 and 34 years, preg-
nant with their ﬁrst child, married, or cohabiting, and identiﬁed as white
Australian. Some women had a history of depression and/or anxiety disorder,
while for others, this was their ﬁrst experience.
Data collection and analysis
Individual interviews were conducted with 18 Australian women during second
and third trimesters of pregnancy between February and October 2014. A series of
questions were developed, and after one face-to-face pilot interview, they were
reﬁned further. In the development of a semistructured interview schedule, we fol-
lowed recommendations on the process of interviewing women within a feminist
manner developed by Oakley and Roberts (1981) prioritizing the “interactive”
nature of the conversation and the co-creation of knowledge between participants
and interviewee in a nonhierarchical fashion (Oakley & Roberts, 1981, p. 44). After
introducing the study objectives, and re-conﬁrming consent, women were invited
to talk about their experiences beginning with the opening question: “Could you
tell me about your experience of being pregnant?” Additionally, in order to encour-
age participants to orient toward the topics of concern to them as opposed to pre-
conceived and expected notions of pregnancy and motherhood, interviews usually
began with the interviewer relating to pregnancy as a “mixed bag of experiences”
consisting of various emotions, and not only positive experiences. We believe that
this facilitated the rapport between speakers, leading to a conversation about
mood, symptoms, coping strategies, beliefs, and expectations about the mothering
role, and views on parenting. Questions were asked to conﬁrm women’s experien-
ces and to encourage them to express how they reached particular conclusions.
Finally, women were invited to ask any question and to share how talking about
their experiences made them feel. Interviews were conducted either by phone (n D
10) or face-to-face via Skype (n D 8), and lasted between 1 and 11/2 hours.
All interviews were conducted, digitally recorded, and transcribed by the ﬁrst
author (AS). Field notes were kept after each interview and were incorporated in
the analysis. A modiﬁed version of the transcript notations, adapted by Lafrance
(2008) was used and included pausing, overlapping and prolonged speech, nonver-
bal utterances, and emphasis on particular words. A random selection of tran-
scripts (n D 3) were checked against the digital recordings to ensure accuracy.
Recruitment continued until saturation of codes was reached and no novel con-
cepts or further ideas were identiﬁed. Data were analyzed thematically following
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the guidelines of Braun and Clarke (2006), and latent meanings were explored.
A theoretical thematic analysis was chosen because the analysis was driven by the
researchers’ theoretical and analytic interest in the area of pregnancy distress. This
form of thematic analysis tends to provide less of a rich description of the data
overall, and more of a detailed analysis of the more pertinent aspects of the data
(Braun & Clarke, 2006), and more particularly women’s experiences and their
interpretations shared and co-constructed in the context of the interview.
The analysis began with multiple readings of the transcripts and an initial gen-
eral coding. After this, the ﬁrst author (AS) coded all transcripts, and compared
and contrasted codes with those identiﬁed by the second author (FB) on four ran-
domly selected transcripts. Disagreements were explored though a discussion and
re-reading of data abstracts in view of ensuring that the identiﬁed codes were pres-
ent across the data. A coding manual was compiled and clusters of codes were
established, leading to integration of possible themes and identiﬁcation of points
of difference by the ﬁrst author. In order to establish a greater trustworthiness and
dependability of the analysis of the interview data, ﬁve colleagues experienced in
qualitative research were invited to discuss excerpts from ﬁve random manuscripts;
individually identiﬁed codes and themes were discussed, leading to a ﬁnal consen-
sus on the themes and subthemes.
In terms of reﬂexivity, the ﬁrst author (AS) recognized that her experience of
being an academic, heterosexual, white middle-classed woman who has experi-
enced pregnancy and motherhood, had inevitably impacted the way she related to
the participants and the data, but this was also considered beneﬁcial during both
the data collection and analysis, enabling her to build on her own knowledge of
the diversity of experiences of pregnancy. Additionally, the rest of the research
team shared the same characteristics, which could potentially have inﬂuenced a
greater consensus and assumed knowledge, especially around pregnancy and
motherhood. Furthermore, despite sharing a common academic stance within crit-
ical health psychology, the ﬁve colleagues who engaged in the ﬁnal thematic dis-
cussion were nonmothers (with the exception of one), and self-identiﬁed within a
broad range of gender and sexual identities which, we believe, contributes to a
greater trustworthiness and agreement on the identiﬁed themes.
Findings
All of the women engaged in detailed discussion of their experience of pregnancy,
their mood, interpretations, experiences, and how these inﬂuenced their views of
themselves as mothers. Women’s accounts gravitated toward the concept of the
good woman and good mother: struggling, resisting, or striving toward the wish to
be good, to be perfect, and to provide the optimum care for their babies. The expe-
rience of distress did not ﬁt well within the discourse of the good mother. As a
result, women’s accounts oriented around the notion of feeling at odds with domi-
nant notions of the good women and mothers, which led to constructions of a
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troubled maternal identity: “You know I want to be that perfect mum and I want to
be that perfect wife I know it’s not gonna happen but I hope it’s gonna happen!”
(Sarah). Building on Sarah’s awareness about her hopes to be “perfect” in her
maternal role and role as a wife, in this analysis, we focus on the how women bal-
anced the idealized identity with their own reality, and thus multiple mothering
identities.
We present four key themes related to women’s troubled identity or their at
odds experience of pregnancy distress (see Figure 1). The ﬁrst theme “Making
sense of mood” included two subthemes: (a) the fabric of distress and (b) manag-
ing mood, coping, and (not) talking. The second theme “Embodied distress” con-
sisted of three subthemes: (a) unmet expectations, (b) a lost trust, and (c) the
regulated body. The third theme “Rethinking relationships included: (a) insecur-
ities about the future and revising the past and (b) mummy wars and other women.
The last theme was called “In and out of time” and consisted of two subthemes: (a)
the life plan and (b) maternal lineage.
Working through these themes, we present how distress during pregnancy was
constructed both as a result of pressuring culture norms and also as a particularly
aggravating time for women who are already vulnerable.
Theme 1: Making sense of mood
In this section, we ﬁrst trace the texture (or fabric) of distressed mood, through
women’s narratives of the sources of distress and their struggles to ﬁnd reasons
why they felt this way. We then present women’s attempts to cope and manage
their mood.
The fabric of distress
Women’s talk about their mood oriented toward a narrative of struggle. Depres-
sion was described as feeling “alone” (Kara), “vulnerable” (Margaret), “broken”
(Silvia), and like “giving up” (Mila), but also as an unacceptable experience for
Figure 1. The experience of pregnancy distress.
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women, which they had to work on and overcome: “I have to deal with it could be
a lot worse…” (Kara):
I just feel like I am broken … I am the worst pregnant woman ever. it’s on those days
when something goes particularly wrong I would just break down […] it is almost like I
can see the edge of the cliff and I can see really depressed people down the bottom of the
cliff and I just stand there and look at them for a while and I just walk away from the cliff.
(Silvia)
Anxiety was described as intensive worrying that was beyond women’s control,
about the fetus, about their ability to labor and to parent, a sense of being over-
whelmed with tasks, decisions, and choices, and a preoccupation with “negative
thoughts” (Kara, Brooke, Jade), in a “caught up in my head” manner (Margaret).
These descriptions mirror popular notions as well as diagnostic symptomatol-
ogy for both depressive and anxiety disorders. It was difﬁcult for women to differ-
entiate whether their symptoms, such as feeling dizzy, unable to sit still, feeling
tense and nauseated, and generally unwell were part of a mood disorder or part of
common pregnancy experience: “Is it pregnancy nausea? Or is it anxiety nausea?
[…] I tend to feel just sick in the stomach and not quite right” (Sasha).
Apart from providing a comprehensive list of their sources of distress (bodily
changes, interpersonal conﬂict, ﬁnancial stress, work pressures), a particular source
of worry for women was their mood. They had a speciﬁc understanding of how
their own distress was directly jeopardizing their baby, affecting the fetus, their
bond with the fetus, and a potential risk for postnatal depression. Women strongly
identiﬁed with taking full responsibility for their mood and the need to be manag-
ing and taking control of their emotions:
Well you know you read about postnatal depression and you read the risks and one of
those is already having anxiety or whatever and you sort of make a connection with your-
self and you go Oh, and you are being seen completely useless and you think Oh boy
what’s gonna happen when you have a baby? I feel very responsible for what’s going on
inside of me. (Silvia)
Another source of distress was a shared sense of loss of women’s previous selves,
their roles, and envisioning the potential losses that come with parenting, such as
loss of time, career, their usual body, freedom, and spontaneity. As described by
Pippa: “It is a lot more image issues for myself and my old lifestyle to what I have
to settle with now, which is where I am ﬁnding the most difﬁcult at the moment.”
An expected conﬂict between managing work and motherhood was represented
in terms of a search to ﬁnd a balance, attempting to calculate their availability in
each role and negotiating a maternal identity within conﬂicting concepts:
I’d love to say 50–50 to be honest because I think for myself, I still need my own identity
and my own … kind of project! I can’t just be someone’s mum or someone’s’ wife! You
need to be your own person as well. But to be someone’s mum or someone’s’ wife is also
… what I would sign up for, so? There needs to be a good balance between both. (Sarah)
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Women felt overwhelmed with the multitude of decisions and risk assessments
that they were faced with in terms of pregnancy care, providers, birthing, parenting
advice, parenting styles, feeding practices, baby’s heath, and child care responsibili-
ties. They shared that they were faced with either too much or “starkly conﬂicting
information” (Margaret), which increased their sense of feeling pressured and bur-
dened, not only to have to make such choices but also by the responsibility inher-
ent in each choice, and by the ways others perceived them: “My anxieties are more
based around what do people think of me and am I going to be a good mother”
(Silvia).
Oh, it’s crazy! I feel like I am doing a PhD to be honest! There is so much to learn and you
know […] I am not happy to really do something just because that’s what people do I just
want to know why and I guess I want to be part of that decision but it’s so stressful.
(Susana)
Overall, women were looking inward for reasons for their distress, and by impli-
cation dismissing external factors that could be contributing to their mood. Jade
stated she was “too emotional and not a good communicator,” and this was the
reason why she felt more vulnerable and stressed. This and other similar self-
criticism seemed to motivate women to want to change, but they shared that this
added further to their confusion as they saw no clear sense of what needed to
change or how to change: “I just think it’s difﬁcult this way cos I don’t know who I
am anymore … and I have to ﬁgure this out” (Pippa). Women’s speech reﬂected
an over-involvement in re-examining their lives, their past and current relation-
ships in a search for answers:
I didn’t have the best childhood … I had a lot of therapy over the years because of …
when I was a kid … my parents separated when I was 4 and […] I was just brushed to
the side […] All my life all I ever wanted to be was a mummy! Like I’ve never wanted to
do anything else with my life than have children and love them the way I wasn’t. (Stella)
There was a reoccurring pattern of shoulds and shouldn’ts that women referred
to when they spoke about their mood as “I should be excited and happy about
this” (Jade). This language orients to the prescriptive nature of idealized mother-
hood and women’s position as accountable to such rules. Women expressed a deep
regret and guilt for not enjoying their pregnancy as much as they should, or for not
having positive expectations and excitement about their future life with a newborn.
Women’s accounts were dominated by moral judgments that they had to be
“grateful and appreciative of the pregnancy.” There was a prevailing sense of inade-
quacy and feeling at odds with what they perceived they should feel compared with
their experience, especially if pregnancy was planned one:
I should be happy cos we… wanted to fall pregnant […] so I should be really happy but I
am ﬁnding that erm… I am not? And it’s… there is no real reason… why? (Mila)
A potent explanation for understanding their depression was that it was a mat-
ter of chemical and hormonal imbalance. Depression was constructed as a
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“disorder of the body and the brain” in need of “balancing back to normal” (Maia).
For Mila who struggled with her mood and who was offered a hormonal explana-
tion by her care provider, this was problematic because it was not providing a help-
ful response to her worries: “People assume it’s hormones so… I mean would you
want to go and talk to someone if they are gonna say It’s just your hormones?
Kinda feels pointless” (Mila).
Women were struggling to ﬁnd justiﬁable reasons for distress, which added to
their sense of unease, particularly because they felt the expectation and the obliga-
tion to feel grateful and to feel happy about their pregnancies: “A lot of people go
you should be grateful because you are pregnant… and I am I really am but… I
don’t know, something’s different” (Mila).
Managing mood, coping, and (not) talking
Women engaged in various ways to cope with their experiences that included ways
that women self-deﬁned as both positive (helpful and meaningful to themselves)
and negative (or problematic and unauthentic to themselves) approaches. Women
constructed self-care as being mindful of triggers, slowing down, meditating, staying
close to nature, arranging for more down time, and speaking to close friends. How-
ever, for almost half of the women, doing all of the above was constructed as prob-
lematic. Various reasons for this were expressed, such as having to care for
children, relatives, or a partner, a busy work life, and being responsible for domes-
tic chores: “It’s almost like I don’t have time to have a mental break down cos you
know. I can’t schedule one in so I kind of always had that mentality that I just have
got to keep going!” (Kara).
It could be argued that women had difﬁculty in differentiating self-care from
baby care, and found a conﬂict between what was good for them and for the baby:
I actually had a bit of a cry to my husband last Saturday because I erm there isn’t I can’t
ﬁnd anything that I can indulge in that’s safe for me safe for the baby… you know I think
maybe that’s why I am struggling because everything, that, I, like or I want to do! I can’t
do because of that pregnancy! (Pippa)
Problematic ways of coping included waiting for the negative emotions to “go
away,” isolating themselves, staying quiet about their emotions, closing up, creating
a “protective shield,” and “putting on a happy face.” A popular way of dealing with
low mood or with anxious feelings was to retreat to their bedrooms, alone and
uninterrupted, where they could curl up, take a nap, or cry it out. Several women
shared that “thinking worst case scenario” enabled them to view reality in a better
light and made them appreciate their current state and safeguard against the worst
by preparing for it.
When disclosing to others about their mood and their experiences of depression
and anxiety, women were strategic and very selective. Decisions about what to
share, to what extent and to whom, were based on personal judgments about the
potential consequences, and whether they would be understood, judged, or
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supported. There was universal agreement that there is a lot of stigma around
admitting mental health issues, which motivated women to opt out from speaking
and seeking help:
… but society still, I mean even though we have so much awareness of depression, society
still is on hold I believe and has got this stigma attached to You just need to get happy you
know what’s the big deal? (Jade)
Although two of the women named their experience as “depression” in a
straightforward manner, the rest were very careful in labeling their experience and
used more implicit versions, such as “just mild depression,” “feeling low,” “not feel-
ing too well,” or being “on the lowest dose of antidepressants.”
I ﬁnd it difﬁcult to erm… admit that I have been depressed and that I have been on anti-
depressants … when I do share that … is what kind of judgement am I gonna get from
the other person … so yeah I think that’s one of the reasons why the messages around
depression get coded trying to erm not to mask it but trying to well so it doesn’t look so
obvious that oh no I am really quite depressed at the moment like I said it is deﬁnitely
not of the words that I use erm because part of me still doesn’t like to admit that… you
know… I get depressed. (Jade)
Participating in this type of research and being invited to speak freely about
their experiences were described as a liberating opportunity and a source of relief.
Women shared that they normally do not feel safe enough to reveal their experien-
ces because it was “unacceptable to say these things” (Mila). Women preferred to
keep it inside, because admitting that they had mental health problems or even that
they have “fears and stresses” was stigmatizing and it provoked even greater anxi-
ety, and ultimately it compromised their identity as mothers:
We all think that we are aiming to be the good person and the good wife and the good
mum, underneath we are all the same and we all have fears and stresses and erm… you
talk to a stranger on Skype freely about what you think, but you will not tell your friend
that really you are shitting your pants! It is so crazy. (Sarah)
Eight of the women were accessing various kinds of therapy, informal sup-
port or were seeking alternative (holistic) sources of help (see Table 1). Over-
all, therapy or mood management was framed as a search of practical
strategies and tools to deal with their “nerves,” to learn more about them-
selves, or to process childhood trauma, so that they were better prepared for
motherhood. Women who were engaged in psychotherapy found beneﬁt in
the opportunity to open up and talk in a safe place, where no judgment was
expected. Psychotherapy was available for women, but in order to access it,
women had to be able to admit that they had a problem, which as Soﬁa
shared, was in itself problematic: “There are people that think oh you are see-
ing a therapist you are crazy.” Some of the women thus found accessing help
and formal psychotherapy challenging and a potential source of further
stigma.
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The use of psychopharmacological medication was a particularly controversial
topic in women’s narratives; two of the women shared that they were currently
prescribed antidepressants or antianxiety medication, and three participants had
recently discontinued taking antidepressants (Table 1). A number of competing
discourses informed women’s decision making around the use of antidepressants
during pregnancy within a risk-beneﬁt framework. It was very important for moth-
ers to avoid risks and to protect their babies from harm, a position favoring the
good mother concept, with women’s choices largely determined around the well-
being of the baby. Alternatively, women felt the responsibility to take and act on
medical advice and to manage their mood with medication, because not doing so
had other implications both for themselves and for the baby. This created an unset-
tling confusion for women about their choices. For Sasha, the choice not to stop
her anti-anxiety medication was so difﬁcult that she felt “choice-less.” She per-
ceived this as a lack of alternatives; it was either her suffering or her baby’s:
I feel a lot of guilt because I worry you know for the baby going through withdrawals
from the medication and what if they have something wrong with them you know long-
term … you know because of it. I feel terribly guilty about that! But I feel like it’s not
really a choice? You know? When I am off it was the same stuff, I was having panic
attacks every time and not able to sleep properly and it-…erm you know you can’t live
like that! (Sasha, through tears)
For women who were explaining their depression through the biomedical frame-
work of chemical imbalance, taking medication was the responsible choice, and the
only natural and logical solution and a “life-saver” (Soﬁa). For some, taking medica-
tion meant “giving up too easily” (Jasmine), which determined the decision to stop
the medication and focus on the reasons behind the depression (Brooke). Addition-
ally, taking medication was not considered the “natural” or “normal” (Margaret)
because it involved chemicals and toxins seen to potentially affect the baby; this did
not ﬁt well with women’s desire and perception of pregnancy as the most “natural”
state of a woman. Thus, the conﬂict between the natural womanhood and preg-
nancy, and medicalized models of treating distress, had direct implications on the
way women were managing their mood. For Margaret, there was an increased
responsibility to ensure her baby is “natural and toxin-free,” focusing on potential
harms during pregnancy that needed to be identiﬁed and avoided:
The concern that I have is environmental toxins and diesel and lead that could get in
there and I kind of wanted to be as prepared as possible makes for a very neurotic preg-
nancy. (Margaret)
As a result, Margaret described that she is over-engaged with “attending alterna-
tive naturopathic health services, focusing on more natural activities, walks outside
and avoiding industrialized spaces,” and paying special attention to a healthy natu-
ral and “green diet.” Overall, for most of the women, orienting toward the natural
mum was an important aspect of their mothering identity.
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Theme 2: Embodied distress
In this section, we explore how women spoke about their bodies in view of expecta-
tions about physical changes and their experiences of a lost trust and of speciﬁc
regulations.
Unmet expectations
Women reported an overwhelming amount of negative physical experiences
related to pregnancy, for which they felt underprepared. Although all women
admitted that they had certain expectations about the physical changes associated
with pregnancy, such as nausea, feeling sick and tired, they expressed that they
were unaware of the extent to which it impacted on and limited their physical abil-
ities, and their psychological well-being. As Vera put it:
I really struggled […] and friends would say Yeah, welcome to motherhood! You bitches!
You didn’t tell me any of that! So yeah, you sort of feel a bit, a bit ripped off. People don’t
actually tell you the truth. (Vera)
Images of the “perfect baby bump” and expectations about popularly shared
positive changes, such as enlarged breasts, shiny hair, and strong nails, left women
disappointed and doubtful of their bodies. These expectations had implications for
women’s identity and contributed toward their at odds experience of not ﬁtting
into a speciﬁc set of criteria; such norms involved a certain pregnancy look, in
which women gain weight only in their stomach and the rest of their body remains
ﬁt:
I feel like they should actually say that may not happen as well so that’s like wrong infor-
mation and it kind of makes you feel like something is wrong with your body. (Jasmine)
For three of the women, it was particularly difﬁcult to deal with and accept the
bodily changes associated with pregnancy:
And it was just an explosion of stretch marks and erm and that was pretty hard you know
cos you can’t get rid of those once they are there, that’s been hard to deal with and I had
to accept that… I am not gonna be in a bikini anytime in this lifetime. (Sasha)
An exception was Mila who had found the physical changes to be very positive.
Nevertheless, her explanation could be interpreted as again striving toward the
ideal feminine pregnant body:
This may sound weird but before my ﬁrst pregnancy I hated how I looked naked and I
was convinced I needed surgery. I actually prefer my body post pregnancy. I feel like a
proper grown up woman. (Mila)
An added challenge for women during pregnancy was that they could no longer
access exercise to manage their mood. For half of the women, regular physical
activity was very important not only for the sake of ﬁtness and appearance, but in
the context of mental health, as a key coping strategy for mood management.
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Feeling tired, exhausted, nauseated, or being labeled as a “high risk pregnancy” due
to medical conditions, meant that they could no longer use this stress-relieving
tool, which had a direct effect on their mood, and women reported that it was difﬁ-
cult to ﬁnd suitable alternatives. For women who had struggled with their weight in
the past, physical ﬁtness had become an identity marker. Pregnancy then presented
a speciﬁc challenge to women’s identity. For Silvia, pregnancy weight gain made
her feel “fat again,” “vulnerable,” and “stuck” with no choices because she could
not exercise any longer based on her doctor’s advice. For Pipa, not looking as good
and glowing as always, and not being able to exercise (something she regularly
used to do with her partner) meant questioning her relationship with her partner
who continued to exercise without her, thus increasing her worries and her vigi-
lance over his attitude and choices.
A lost trust
Despite the fact that eleven of the women had planned pregnancies, common
feelings of shock and surprise to have conceived quickly, were identiﬁed.
Women either had an expectation that conception would take a much longer
time and would be much harder, or they did not believe that their bodies
would be capable of conception. The concept of trust in the body was a pow-
erful pattern shared by women, particularly in terms of a “lost trust” (Kara).
Women who were considered at risk due to various factors (e.g., age, past
miscarriages, terminations, hospitalization, past C-sections, or medical condi-
tions) experienced a particularly heightened sense of a lost trust. Doubting
their bodies made women feel insecure and anxious about their ability to carry
through the pregnancy, to provide an optimal environment for their babies, to
bond with them, and to have a positive birth. For Margaret, who had relied
on assisted reproductive technologies or for others, who had previous losses
or terminations, trusting their body had even greater implications and pro-
voked feelings of guilt, inner conﬂicts, and insecurity:
I don’t trust my body (10 sec pause) well at the start I was like worried that I wouldn’t be
able to conceive cos I had terminations? […] everything was ﬁne but I do ﬁnd myself
sometimes, I guess it is not physical I guess it’s in my mind again? I am just thinking and
worried … that … my body won’t look after the baby for some reason … in utero.
(Simone)
The regulated body
Although having a sense of control in the context of pregnancy is a concept that
women struggled with, they were still striving to hold on to any possible ways of
feeling in control, physically and emotionally. Having a sense of control was of
great importance not only when it came to their birth choices, but also in relation
to questioning the hospital system and the institutionalization and medicalization
of pregnancy and contemporary birth perceived as claiming full rights over the
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female body, managing and controlling women, and making them doubt “whose
‘going with the ﬂow’ is it anyway, yours or the doctors?” (Margaret).
Women expressed a general agreement that current practices within the hospital
system involved a lot of unnecessary monitoring and intervention, assessment, and
checking, which removed their ability to exert any control over their bodies. With-
out exception, women expressed dissatisfaction with “the status quo of birthing”
(Silvia) in Australia. The system was described as patronizing, oppressive, and
intimidating, relying on “scare tactics” (Simone) and coercing women to follow
what has always been done without accounting for individual circumstances, with
choices tailored exclusively around the well-being of the baby and dismissing those
of the mother: “they just wanted the baby out pretty much” (Susanna). For women
who had previously experienced a traumatic birth in a hospital setting, there was
an added stress and pressure, as well as a shared determination to birth differently
this time compared with the passive style of “you don’t ask any questions, you just
do it” (Kara). Women attributed this problem mostly to themselves, that they were
ignorant and uninformed about their choices, and that they were responsible for
their past traumatic birth experiences: “… and so she said well if there is anything
wrong with your baby this is your fault!” (Mila).
Women shared that they worried about retaliation if they expressed an opinion,
or that they would not be treated in an individual manner in the hurried process of
birthing in a hospital setting, meant feeling a greater pressure to seek alternatives.
While for some women, being in control meant having an unassisted birth in
their homes, for others, control was interpreted as a stress- and surprise-free birth,
and a “peace of mind” C-section (Vera, Maia, Pippa). These women demanded
qualiﬁed staff and an individually focused genuinely caring provider. The role of
the midwife was very important in providing this “balance between the hospital
system and the person” (Silvia). Dealing with the hospital system meant a lot of
distress and added anxiety to women’s experiences:
I think it is a controversy … all the interventions around pregnancy and childbirth?
That’s why we should be asking questions and investigating instead of just accepting
what authorities say. I feel really persecuted for having these questions and daring to ask
and it’s just adds to the stress again when I think about it. I’d rather not. (Margaret)
Theme 3: Rethinking relationships
In order to better understand women’s experiences of distress, it is important to
explore how women related to signiﬁcant others in their lives. A general pattern
shared by most women was a sense of feeling pulled in all directions.
Insecurities about the future and revisiting the past
All women in the study were in hetero-normative relationships, with the exception
of Lina, who was in a polyamorous relationship and lived with two male partners.
All women in the study articulated that the involvement and support of their
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partner was a key factor in their well-being. All but two of the 18 women described
issues in the way their partners were involved in supporting the pregnancy, their
future role as fathers, or a lack of understanding, listening to their worries and
openly discussing concerns. In particular, women expressed the need to share par-
enting responsibilities, decision-making, ﬁnancial and practical arrangements
around the household, and above all to feel cared for by their partners. A pattern
of inequality in terms of parenting was a shared concern, in that women were rely-
ing on traditional gendered narratives about the greater involvement of women in
both the physical care and the emotional work in child-rearing:
I still think that men expect that even if the wife works fulltime she is going to cook and
do like dinner at night and that she’ll do most of the house work and that type of thing.
(Jasmine)
Many shared that their ﬁnancial responsibility was either equal to or greater
than that of their partners, and that becoming mothers and staying home even for
a short period of time, would affect the ﬁnancial stability of the family. This created
a great deal of distress for women who also felt like they needed to be emotionally
available for their partners. This put them in a particularly trying position of
attending to others’ needs before they could care for themselves. Envisioning life
with a baby, Sarah shared:
… it is about the woman at the end who needs to look after not just baby but a husband
as well… so… I am concerned about probably hm… how my big spoiled child is going
to react with having another child and then not having my attention, and then maybe
how I’ll react to him being that spoiled child, I think. (Sarah)
A predominant narrative for 16 of the women was one about an impaired
bond between the women and their own mothers. They spoke of a lack of
closeness, difﬁculties, distance, and at the same time of a deep need for real
closeness with their mothers. Some women spoke of being treated in abusive
or indifferent ways by their mothers when they were children and that they
continued to have a difﬁcult or conﬂicted relationship. Sophia shared the fol-
lowing: “I really feel like I missed out on the experience of being you know a
normal mother-daughter relationship.” Three of the women shared how they
have created a “wall around” themselves (Brooke, Vera, Simone) to stay safe
and protect themselves from the negative inﬂuences and comments made by
their mothers. For women who experienced a poor maternal bond, it was a
particular fear that they would recreate this with their own children and that
they would be disengaged and not able to bond and attach. This strong and
reactive awareness about the type of mother they strived to be seemed to add
to their distress because in striving to overcome their past, they were reliving
it and dreading the inevitability of becoming an unﬁt, bad mother to their
own babies:
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She (mother) wasn’t all that interested in us… so erm I am hoping that I am not gonna
be anything like her (voice breaking down) sometimes I am worried that I am. (Susana)
Therefore, women placed attaching to their babies as central process during
pregnancy. As discussed earlier, women’s sense of their pregnancy was predomi-
nantly one of disbelief that they would soon become mothers and hold a newborn.
Women engaged in various forms of making the baby real. For some, this took the
shape of practical and visible acts, such as decorating the baby’s room, buying
clothes, and putting together a baby cot. For others, especially when pregnancy
was unplanned, thinking about the baby was a source of distress and unease, and
women were not feeling ready and comfortable. This inevitably produced a lot of
anxiety and a sense of guilt, particularly because women believed that attachment
to their baby was a key aspect of being a good mother and having a happy child.
A persistent concern was the inability to feel a bond with their babies. Framing
bonding as a key aspect of good mothering and recognizing their inability “to feel
the baby” (Lina, Mandy) resulted in expressing guilt and self-criticism:
I am very disconnected and that worries me because you look at all those pregnant ladies
and instantly they’ve got a giant belly and they are happy and they are glowing and it is
not what I have experienced. (Lina)
For women like Lina, who have experienced previous pregnancy losses, bonding
was a double-edged sword: it was something that she valued as very important, but
also problematic, because of a potential loss. As part of the positive expectations
about a fulﬁlling life with a baby, for some women, having a baby was laden with
great expectations of bringing a deep connection with another human that they
craved, as having a close companion that they would always be around.
“Mummy wars” and relationships with other women
Pregnancy was experienced as a time of an increased awareness of otherness,
and also of being assessed by others’ watchful gaze. All mothers shared an
inevitable sense of having to compare themselves against other women, either
pregnant, or friends with babies, as well as pregnant celebrities. They experi-
enced this as judgmental and stress-provoking. A particularly poignant theme
was the one of a stress-provoking relationship with their partner’s mothers.
Women shared the pressure of feeling monitored and watched in terms of
what they ate, drank, whether they smoked, how they cared for their bodies,
how they looked during pregnancy, and importantly how they felt, particularly
by other women:
Other women are our own worst enemy! […] someone may comment if you are in a res-
taurant having a sip of wine ah, you can’t drink that! Haven’t you read the research? Well
again, this is my body, this is my baby and who are you to tell me what I can and I can’t
do and you don’t even know who I am. We judge each other so much. (Sarah)
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Women’s comparison against other women who were visibly experiencing the
“happy and glowing pregnancy” served to highlight a self-awareness of otherness
and of feeling very different, which increased their sense of guilt:
My other girlfriends they just love being pregnant and they are like ‘Oh it is so great’…
it’s like I don’t feel that way! And I feel like it will come across as I am not grateful to be
pregnant. (Sasha, crying)
It was a widely shared opinion that women in general are publically bombarded
with images of happy, healthy, and excited expectant mothers. Furthermore, there
was a shared understanding that although other women looked very happy and
thrilled about their pregnancy, “what they truly felt inside” was being hidden and
that reality was actually different “behind closed doors” (Sarah).
Theme 4: In and out of time
The life plan
An important concept of time and timeliness of the pregnancy transition was prev-
alent in women’s stories. The concept of feeling suspended in time, between previ-
ous premotherhood life and self and motherhood (regardless of parity), was a
problematic area for most women and added to their distress. Additionally, distress
was frequently worded in terms of feeling “rushed” (Jasmine, Pippa, Stella), “out of
time” (Jade, Susana, Margaret), and “hurried” (Vera, Simone, Silvia, Pippa) in view
of many social, economic, age-related, or subjective pressures. The concept of time
related to various perceptions around agency, control, decision-making, and the
ability to prepare and to feel ready for such substantial life change.
Whether the pregnancy was planned reﬂected different levels of feeling emo-
tionally, physically, ﬁnancially, and logistically ready for both the pregnancy and
for motherhood. It was also important for women to time key milestones in a spe-
ciﬁc, right order, not too early and not too late in life. Anything outside of this
order was perceived as wrong and was regretted:
When you reach a certain age erm like this year I will be 30 you imagine that at 30 you
would have had a really good job and have a really good career and be married and if you
had a baby then you know you are not gonna have all these money worries. (Jasmine)
The experience of having an unplanned pregnancy was described as a struggle to
ﬁnd meaning and justiﬁcations, and to make peace with conﬂicting and ambivalent
emotions: “It wasn’t a road that I chose to go down, it’s kind of a little bit of an
internal warfare going on” (Jade). Even with planned pregnancies, women shared
uncertainty and doubt about the inevitability of their decision. Perhaps this para-
dox of having planned a pregnancy because this is a socially normative life event
and then realizing that they may not really want this, is in the core of women’s
experiences of at odds:
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It was a planned pregnancy erm … kind of once I woke up the day I reckon I fell preg-
nant … I kind of … just didn’t want it anymore. I don’t know why it’s just this feeling
that I didn’t want any more kids so yeah […](breaking down) you are not supposed to
hope for a miscarriage erm … and all that kind of thing (through tears) especially if the
baby is planned. (Susana)
Maternal lineage
Overall, pregnancy was viewed within a speciﬁc time frame, both physiologically
predetermined, and psychologically bookmarking a speciﬁc time for the “becoming
of a mother.” This tangible time frame was experienced as a ﬁrm deadline for some
of the women requiring that they “sort out” (Kara) their previous selves and their
issues in preparation for their new role. However, it was also about putting things
into perspective and situating their own developing sense of self within generations
of mothers and grandmothers:
It is just the circle of life I guess… and one time my mum was my age, and she was preg-
nant like me, and she was excited and scared… so this brings conﬁdence that you know
most people get through it and are ok and you know it’s not it’s not all that bad. (Sarah)
Discussion
In this article, we sought to critically examine how women view, experience, and
interpret psychological distress during pregnancy, within a slow-to-emerge ﬁeld of
scholarship, which usually focuses on categorical and quantiﬁable risk factors. We
identiﬁed four themes across women’s stories of pregnancy distress, which
reﬂected women’s process of making sense of their mood, their experiences of an
embodied distress, their ways of rethinking relationships, and lastly, their interpre-
tations of time. We showed how women who experienced depressive and anxiety
symptoms struggled to ﬁnd and narrate their ﬁt within the popular concept of the
good mother. The ﬁndings from our study provide a novel way of understanding
how women construct mothering identities in light of an apparently idealized and
unrealistic concept of mothering.
Women’s narratives about their mood gravitated around the sense of self-doubt,
and loss of control over their emotions, guilt, and stigma, which were perceived at
odds with what pregnancy should feel like. Findings from our study resonate with
the literature on perinatal depression and anxiety, which has identiﬁed important
links between distress and stigma. Stigma has been identiﬁed as a factor exacerbat-
ing isolation and the ability for people to identify a problem and access help
(Bennett et al., 2007; Goffman, 1963). Women’s narratives indicated a struggle to
reﬂect on their own ambivalent emotions around coping with negative emotions,
treatment, and self-care and were confronted with a sense of loss of identity. Thus,
an unobtainable maternal ideal was serving as a magniﬁer of maternal ambivalence
creating a deeper sense of internal conﬂict and of feeling deviant. Furthermore, our
ﬁndings align well with Goffman’s (1963) theory about a “spoiled identity” as a
result of social stigma, in which “stigma management” is held to be a general
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feature of social interactions occurring in relation to identity norms. We argue that
not living up to the good mother idealizations had an impact on how women per-
ceived themselves as bad mothers.
Another aspect contributing to women’s inner conﬂict of not ﬁtting in was the
use of antidepressant medication. Managing the decision about taking or not tak-
ing antidepressants during pregnancy is a process requiring several considerations
from women, with regard to identity, the unborn baby, and socially acceptable
norms (Price & Bentley, 2013). Pharmacological treatment during pregnancy, a
highly debated (Bonari et al., 2005) topic within perinatal mental health research,
has been widely problematized in both the scientiﬁc literature and media as a par-
ticularly contended topic (Lupton, 1999; McDonald, Amir, & Davey, 2011). While
for some women in our study, antidepressant medication use was unproblematic,
others experienced being faced with all the responsibility for making such a deci-
sion. Indeed women faced a dilemma in which the only resolutions available to
them were perceived as polar opposites with beneﬁts for either the mother or the
fetus (McDonald et al., 2011). In addition, women were confronted with the added
stigma and self-stigma around using medication during pregnancy because antide-
pressants were constructed as the unnatural “easy way out” compared with a moral
self-control and discipline to “snap out of it [depression]” (Jade); with no easily
accessible alternatives offered to women to manage their mood. It can be argued
that this anxiety-provoking dilemma stems from a pervasive biomedical under-
standing of depression, which ignores the various psychosocial inﬂuences in wom-
en’s lives (Lafrance & Stoppard, 2006; Scattolon & Stoppard, 1999; Stoppard,
1999). This model is then easily internalized by women themselves and their per-
ceptions around reasons for their distress and strategies to manage their mood. In
a study exploring medicalized accounts of depression (LaFrance, 2007), women
similarly constructed depression as a medical condition so that they could validate
their pain and legitimize their identity.
In his qualitative work on the experience of living with depression and identity,
Karp (1994) proposes a complex process that people undergo when dealing with
depression: from an uncertain sense of distress, through having a crisis, coming to
grips with an “illness identity,” to deﬁning depression as a condition one can get
past. Similarly, the developmental process of loss of identity and grief as a result of
the transitioning to mothering, described by Staneva et al. (2015) in their qualita-
tive meta-synthesis on psychological distress during pregnancy, could be drawn
upon, suggesting that only when women have managed to access meaningful and
judgment- and stigma-free care, could they ﬁnd a way to recover (Cornford, Hill,
& Reilly, 2007) and regain certain control over their mood and their body.
Feeling at odds within their body was another key aspect of women’s experience
of distress. This was mostly due to the unmet expectations that women held about
the physical aspect of pregnancy. The experience of embodied distress resulted in a
loss of trust and control over one’s body, as well as an increased doubt and fear of
the medical system involved in pregnancy care and labor. When pregnancy and
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birth are framed as highly medicalized processes with a strong focus on prevention,
interventions, screenings, and monitoring (Chadwick & Foster, 2014), there is the
risk for women to feel disempowered and forced to either relinquish their control
or to become anxiously involved in opposing the established models of care (Cher-
venak & McCullough, 2005). Indeed women who perceived themselves as different
and stigmatized (and self-stigmatized as a result too) shared a lowered self-esteem,
which is directly linked to loss of sense of control and further psychological disor-
ders in the perinatal period (see Jomeen & Martin, 2005).
With very few exceptions, we found that most of the women in our study spoke
of impaired relationships with signiﬁcant others in their lives, such as their own
mothers, partners, and close friends. Lack of social support and partner involve-
ment are widely established risk factor in parenting and maternal mental health
both during pregnancy and postnatally, and these were all factors that women
shared in their accounts (Blanchard, Hodgson, Gunn, Jesse, & White, 2009;
Oakley, Hickey, Rajan, & Rigby, 1996; Stapleton et al., 2012). A novel ﬁnding from
our study was that women who described difﬁcult relationships with their own
mothers expressed a heightened need to connect and bond with their unborn
baby, which in turn placed a huge value on the relationship they had with their
unborn baby. Women who felt that their mothers were distant with them as chil-
dren were struggling to narrate their current experience as an attempt to “compen-
sate for this relationship” and struggling to ensure a “perfect” connection with
their babies. This was indicated in women’s stories of “trying to always feel posi-
tive, ready and welcoming towards the baby.” However, women expressed that this
was unrealistic and shared a common concern when this was not the case. This,
along with popular beliefs around attachment parenting and a belief that solid pre-
natal attachment to the fetus equals good mothering and a healthy child in the
future (Billings, 1995; Faircloth, 2013) may place unbearable pressure on women,
already vulnerable in their attachment to their own mothers. Classic psychoana-
lytic texts on mother–daughter relationships (Klein, 2002; Raphael-Leff, 2001,
2010) illustrate how the need to repair one’s own relationship with one’s mother
and their own childhood through the birth of one’s baby is a part of the dynamic
process of transitioning into a more positive image of themselves as mothers, now
capable of love and care. Future research could beneﬁt from exploring how such
relationships with other women and other mothers affect women’s distress during
pregnancy.
Lastly, women expressed that pregnancy was a substantial life change that
required signiﬁcant and time-speciﬁc readiness and adjustment, for which, at
times, they felt very underprepared, especially when comparing themselves against
a high standard of a perfectly equipped mother. Whether pregnancy was planned
or not was very important because it reﬂected different levels of feeling ready for
both pregnancy and motherhood. It was also important for women to time key
milestones in a speciﬁc “right order,” not too early and not too late. This is in line
with research on family planning, showing higher levels of distress when
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pregnancy was not planned (Bennett, Einarson, Taddio, Koren, & Einarson, 2004)
and also highlights the prescriptive nature of a socially constructed expectations
around the “perfect timing” of a pregnancy.
Acknowledging the complex and ﬂuctuating process of emotional preparations
for motherhood has been similarly highlighted as problematic in the area of paren-
tal expectations and beliefs (Deave, Johnson, & Ingram, 2008;Staneva & Wittkow-
ski, 2012). It is important to note that modern parents share an increased sense of
feeling overeducated but psychologically and socially underprepared for parenting
(Billings, 1995; Choi, Henshaw, Baker, & Tree, 2005). Perhaps a greater focus on
subjectivity, ambivalence, and contradicting emotions, would be beneﬁcial to the
transitioning to motherhood, acknowledging not only the positives of parenting
but also the difﬁculties and the diverse emotions involved in pregnancy (Parker,
1997), without the taboos of anger, frustration, and feelings of regret and unease,
all socially unacceptable but widely shared emotions. This change needs to be
addressed not only by mothers themselves, but also within the attitudes of health-
care professionals and importantly, within a wider cultural and social setting.
Thus, ﬁndings from this study may have speciﬁc consequences on how
researchers and health care providers can listen and support women’s attempts to
ﬁnd their own meaning of distress, and to assist with safeguarding women’s sense
of agency confronting stigma, shame, and guilt, by normalizing their experiences
without offering platitudes such as solely hormonal explanations. It would be valu-
able to investigate whether mental health stigma is reduced when alternate beliefs
about mental health are shared and when more realistic expectations about moth-
erhood are adopted. There would be beneﬁt in future research exploring represen-
tations of mental health and illness during pregnancy within and beyond the
biomedical model and identifying ways in which these impact women’s choice-
making around pregnancy and self-care, emphasizing the social etiology of mental
health (Walters, 1993) and acknowledging the authentic and embodied experiences
of women (Stoppard, 1999).
Limitations
Due to the structure of our project and the nature of our inquiry into women’s
experiences of distress, we were only able to explore distress within the sample of
women who participated in our survey and whose depressive and anxiety symp-
toms were assessed on self-reported measures after pregnancy had progressed,
which could potentially increase participation and selection bias. Additionally,
women who experience suicidal ideation were excluded from this study. We are
also mindful that our study consisted of an exclusive homogeneous section of Aus-
tralian women because all participants but one were identiﬁed of white Australian
or New Zealander origin, in de facto relationships (again with one exception), and
within a privileged social class position. Women from other races (including
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Australian Aboriginal women) or alternative family structures may view their
experience of distress differently.
It would be useful to critically examine these ﬁndings in view of the intersection-
ality between maternal ideologies and social class. Such exploration might provide
a more complex and useful view of the intersecting factors that inﬂuence maternal
distress. However, the value of using qualitative data was to provide an in-depth
exploration of women’s experiences of distress, without making generalizations to
the broader population. These results lay the groundwork for future qualitative
research to examine distress during pregnancy within clinical samples, to inform
practice and research to include more attention and awareness to recognizing ide-
ologies that disempower women.
Conclusion
The transition toward motherhood is not a uniform straightforward process. On
the contrary, it can be a challenging milestone for women, complicated by emo-
tional, physiological, relational, and temporal realizations and adjustments. In the
context of mental health, it is crucial for women to be able to share their experience
in nonstigmatizing ways and to recognize the damaging effects of an idealized, per-
fect, and unrealistic mother. Moreover, a much needed societal shift is needed in
the understanding, deﬁning, and representation of modern mothering.
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